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Introduction
Digitate keratosis is a clinical finding that can be either acquired or 
inherited and is present in several disorders of keratinization, in-
cluding multiple minute digitate hyperkeratosis (MMDH), lichen 
spinulosus, phrynoderma, spiny keratoderma, arsenical kerato-
sis, multiple filiform verrucae, postirradiation digitate keratosis, 
trichodysplasia spinulosa, and hyperkeratotic spicules (1). “Digi-
tate” refers to minute fingerlike projections. Recently, Caccetta et 
al. (1) proposed a diagnostic algorithm for digitate keratosis. This 
algorithm divides digitate keratoses into generalized or localized 
ones. Generalized digitate keratoses are classified as follicular or 
non-follicular keratosis, whereas localized digitate keratoses are 
subdivided into palmoplantar, facial, or radiation sites.
We present a case of a generalized non-follicular digitate kera-
tosis that is classified as MMDH according to this algorithm.
Case report
A 52-year-old Caucasian woman presented with a 6-year history 
of multiple asymptomatic skin-colored digitate lesions, 3 to 5 mm 
long and 1 to 2 mm wide, distributed on the forehead, neck, exten-
sor surface of the arms but also in the inframmary folds, axillae 
and lower limbs, especially on the popliteal fold (Figs. 1a, 1b). She 
noticed that it worsens in the winter and improves after the sum-
mer. Dermatoscopy showed thread-like hyperkeratosis (Fig. 1c). 
Her personal history is unremarkable except for arterial hyperten-
sion controlled with bisoprolol. She has a 67-year-old sister and a 
39-year-old niece with an identical eruption.
Skin biopsy specimens were taken from the inframammary 
fold and abdomen. These specimens showed focal columns of 
orthokeratotic hyperkeratosis and slightly tented epidermis. The 
dermis was normal (Figs. 1d, 1e, and 1f).
Laboratory examinations, which included blood cell count, 
renal and liver function tests, serum and urine electrophoresis, 
CEA, CA 15-3, CA125 cancer antigen, vitamins A, B, and C, and 
chest-X-ray, were normal.
A diagnosis of MMDH was made based on the generalized dis-
tribution of the lesions, sparing of the palms and soles, histology 
showing a non-follicular pattern, and no nutritional deficit.
The patient was treated with 15% glycolic acid (AHA) lotion 
and heliotherapy with moderate improvement.
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Figure 1 | a) Clinical photograph of digitate hyperkeratoses, b) Tangential view, 
c) Dermoscopy (30 ×, molemax), d) Scanning magnification of a hyperkerato-
sis, e) Median power of the same hyperkeratosis, f ) Early plaque-like hyper-
keratosis.
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Discussion
MMDH was first described by Goldstein in 1967 (2). Since then, 
some clinical cases have been reported in the literature (3–11). This 
is a predominantly non-follicular generalized digitate keratosis af-
fecting the trunk and limbs. Usually the face and the palmoplantar 
surfaces are not affected.
Clinically, it is characterized by spicules (minute fingerlike 
keratin projections) with colors ranging from skin-colored to yel-
low or brown, varying in size (0.5 to 5.0 mm long and 0.3 to 2.0 
mm in diameter), and sometimes presenting as flat-topped, dome-
shaped, or crateriform papules (1).
This disorder can be sporadic, familial, or drug-induced (etreti-
nate) (12). Although some authors have proposed a relationship 
between sporadic MMDH and malignancy and/or inflammatory 
disorders, it is now recognized that those disorders are distinct 
from MMDH (13). Despite this, recommendations are made to con-
firm that patients are up-to-date on their age-appropriate malig-
nancy screening.
The age of onset varies between 15 and 81 years. There were 
18 females and 10 male cases reported in the literature until the 
report by Caccetta et al. (1). As far as we know, our report is the 
first in the literature on dermoscopy findings including fingerlike 
keratin structures with skin color in the base and yellow to brown 
on the tip, varying in size and in diameter, that can help in clinical 
diagnosis. Histopathology reveals focal columns of orthokeratotic 
hyperkeratosis arising from a tented or flat epidermis. The stratum 
granulosum is often prominent, but may be of variable thickness. 
Electron microscopy may show a focally reduced number of kera-
tohyaline granules (14–17).
Treatment includes topical keratolytics and topical and oral 
retinoids with transient or low success. Our patient reported mod-
erate improvement with glycolic acid plus sun exposure. Photo-
therapy seems to be a reasonable treatment, but was not possible 
in our patient.
For further understanding of digitate keratoses, immunohisto-
chemical cytokeratin and genetic analyses seem to be necessary 
in the future.
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